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Agenda

• Re-enrollment requirementq
• Provider re-enrollment process
• Location of re-enrollment applications
• How to complete new re-enrollment applications
• What to expect once submitted

C  i f i• Contact information
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Re-enrollment requirement

As directed by the Nevada Division of Health Care 
Financing and Policy (DHCFP)  HP Enterprise Services Financing and Policy (DHCFP), HP Enterprise Services 
(HPES) will perform provider re-enrollment for Nevada 
Medicaid and Nevada Check Up providers on a recurring 
b i  t   th t  id  i  ll d t l t basis to ensure that every provider is re-enrolled at least 
every 36 months.*

*See FAQs at www.medicaid.nv.gov on the Provider Enrollment webpage for further information.
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Provider re-enrollment process

• Providers identified from 
oldest enrollment to newest 
(most recent)

• 1/36 of providers will be 
contacted each month

• 60-day letter

• 20-day letter

• Validation and entry of re-Validation and entry of re
enrollment information into 
Medicaid Management 
I f ti  S t  (MMIS)
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Information System (MMIS)
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Location of re-enrollment applications

www.medicaid.nv.gov

5
HP Confidential - Provider Re-enrollment



Enrollment documents – www.medicaid.nv.gov
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FA 31AFA-31A
Provider Re-Enrollment ov de  e o e  

Application (Individuals)
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FA-31A Provider Re-Enrollment Application (Individuals)

Instructions:
1 E t  th   f th  i di id l id  h  i  lli1. Enter the name of the individual provider who is re-enrolling.
2. Enter the date of birth of the individual provider who is re-enrolling.
3. Enter the Social Security Number of the individual provider who is re-enrolling.
4. Enter the group NPI that the individual is affiliated with or wishes to become affiliated with and the start 

date of the affiliation.
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5. Enter the 2-digit provider type that you are re-enrolling (must match current enrolled provider type).



FA-31A – Questions 6 through 8

6. Enter your primary specialty name and 3-digit code from the listing located in the Provider Enrollment 
Instructions and board name, if applicable.  Example:  

Primary Specialty: Pediatrics Specialty Code: 139       Board Name: American Board of Pediatrics
7 Enter your license number and name of issuing licensing board  if applicable   If your enrollment checklist 7. Enter your license number and name of issuing licensing board, if applicable.  If your enrollment checklist 

requires that you provide a license, then this is where you enter the information from the license you are 
attaching.

8. Enter the NPI of the individual provider you are re-enrolling.

9
HP Confidential - Provider Re-enrollment



FA-31A – Questions 9 through 14

9. Check the box that most closely describes the entity you are re-enrolling.
h l l f h l b h h d d l ll h10. Enter the legal name of the tax ID or Social Security Number that this individual is re-enrolling with.

11. Enter the doing business as name, if applicable.
12. Enter the federal tax ID number or Social Security Number of the individual provider you are re-enrolling.
13. Check the box that best describes the program(s) for which you provide services.
14. Check the box that indicates if you are accepting new patients.
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14. Check the box that indicates if you are accepting new patients.



FA-31A – Questions 15 through 17

15 Ch k th  b  th t i di t  if   d t  i i t  ith i l d15. Check the box that indicates if you can accommodate recipients with special needs.
16. Enter the servicing address of the individual provider you are re-enrolling (physical location at which 

services are rendered, include updated contact information). 
17. Enter the mail-to address of the individual provider you are re-enrolling (address where you would like to 

receive written correspondence, include updated contact information).
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FA-31A – Questions 18 through 19

18. Enter the pay-to address of the individual provider you are re-enrolling (paper checks will be sent to this g
address during the EFT testing period; include updated contact information).

19. Enter the remittance advice address (address where your paper remittance advice will be mailed to, include 
updated contact information).
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FA-31A – Question 20

20.  Every provider is required to sign up for Electronic Funds Transfer (EFT).  If you are not already set 
up for EFT or are not affiliated with a group who is already enrolled in EFT, then this section must 
be completed.  Enter the business or personal bank account number, an original (ink) authorized  
signature and date.  Attach an original voided check or letter from the bank to the following page 
of the application
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of the application.



FA-31A – Questions 21 through 22 

21. Enter the name, Social Security Number (SSN) and date of birth of all managing employees. 
21a. Enter the name of the person who is authorized to make changes to enrollment and billing 
information.

22. Check the appropriate box.  If yes, provide additional information as requested. 

NOTE:  Attach additional sheets if necessary to answer each question completely.  Each additional sheet must 
display the relevant question number from the Application and must be signed by the individual provider.
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FA-31A – Questions 23 through 25a

Questions 23 through 25a:Questions 23 through 25a:
Check the appropriate box.  If yes, provide additional information as requested. 

NOTE:  Attach additional sheets if necessary to answer each question completely. Each additional sheet must 
display the relevant question number from the Application and must be signed by the individual provider.
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FA-31A – Questions 26 through 27

Questions 26 through 27:
Check the appropriate box.  If yes, provide additional information as requested

NOTE:  Attach additional sheets if necessary to answer each question completely.  Each additional sheet 
 di l  h  l  i  b  f  h  A li i  d  b  i d b  h  i di id l must display the relevant question number from the Application and must be signed by the individual 

provider.

Using the New Provider Re‐Enrollment Form
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FA-31A – Questions 28 through 29FA 31A Questions 28 through 29

Questions 28 through 29:
Check the appropriate box.  If yes, provide additional information as requested

NOTE:  Attach additional sheets if necessary to answer each question completely.  Each additional sheet must 
display the relevant question number from the Application and must be signed by the individual provider.
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FA-31A – Question 30

Question 30:
Check the appropriate box   If yes  provide additional information as requestedCheck the appropriate box.  If yes, provide additional information as requested

NOTE:  Attach additional sheets if necessary to answer each question completely.  Each additional sheet 
must display the relevant question number from the Application and must be signed by the individual provider.
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FA-31A – Declaration

Declaration:Declaration:
By signing the Declaration page of the Re-enrollment Application, you declare that the document and any 
attachments are true, accurate and complete to the best of your knowledge and belief.  The signature must be 
an original (ink) signature of the individual provider who is re-enrolling.  It must be dated within the last 60 
days.  The printed name of the individual provider who is re-enrolling must be legible.
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DHCFP Provider Contract – Page 5g

Provider Signature: Signature of individual provider who is re-enrolling.
Date: Must be dated within the last 60 days.
Provider NPI or API: Enter the individual NPI or API of the provider who is re-enrolling.
Provider Type: Enter the 2-digit provider type that you are re-enrolling (must match question 5 on page 1 of 
your provider re-enrollment application)your provider re enrollment application).
Federal Tax ID or SSN: Enter the FEIN or SSN provided on question 12 on page 1 of your provider re-
enrollment application.
Legal Business Name: Enter the legal business name provided on question 10 on page 1 of your provider 
re-enrollment application.
Ph i l/St t Add   E  h  h i l/  dd  id d  i  16   2 f  
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Physical/Street Address:  Enter the physical/street address provided on question 16 on page 2 of your 
provider re-enrollment application.



Background and Ownership QuestionsBackground and Ownership Questions

The following definitions will assist in replying to Section 3 of the 
Individual and Group/Facility applications:

§ 42 CFR455

 …an agent of a principal is any person, other than a bona fide 
employee of the principal, who has an agreement to perform 
services for  or on behalf of  the principalservices for, or on behalf of, the principal.

 …a managing employee is an individual (including a general 
manager, business manager, administrator or director) who g , g , )
exercises operational or managerial control over the entity or 
part thereof, or directly or indirectly conducts the day-to-day 

i  f h  i    h f

21

operations of the entity or part thereof.
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FA 31BFA-31B
Provider Re-Enrollment ov de  e o e  

Application (Groups/Facilities)
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FA-31B Provider Re-Enrollment Application (Groups/Facilities)

1. Enter the name of the group/facility provider that is re-enrolling.
2. Enter the 2-digit provider type that you are re-enrolling (must match current enrolled provider type.)
3. Enter your primary specialty name and 3-digit code from the listing located in the Provider Enrollment 

Instructions and Board Name, if applicable.  
Example: Primary Specialty: Pediatrics     Specialty Code: 139    Board Name: American Board of Pediatrics
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Example: Primary Specialty: Pediatrics     Specialty Code: 139    Board Name: American Board of Pediatrics



FA-31B – Questions 4 through 5FA 31B Questions 4 through 5

4.   Enter your license number and name of issuing licensing board, if applicable.  If your enrollment checklist 
requires that you provide a license, then this is where you enter the information from the license you are 
attaching.

5.   Enter the NPI of the group/facility provider you are re-enrolling.
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FA-31B – Questions 6 through 12

6. Check the box that most closely describes the entity you are re-enrolling.
7 E  h  l l  f h   ID  S i l S i  N b  h  hi  /f ili  i  lli  i h7. Enter the legal name of the tax ID or Social Security Number that this group/facility is re-enrolling with.
8. Enter the doing business as name, if applicable.
9. Enter the federal tax ID number or Social Security Number of the group/facility provider you are re-

enrolling.
10. Check the box that best describes the program(s) for which you provide services.
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11. Check the box that indicates if you are accepting new patients.
12. Check the box that indicates if you can accommodate recipients with special needs.



FA-31B – Questions 13 through 14

13. Enter the servicing address of the group/facility provider you are re-enrolling (physical location at which 
services are rendered, include updated contact information). 

14. Enter the mail-to address of the group/facility provider you are re-enrolling (address where you would like 
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to receive written correspondence, include updated contact information).



FA-31B – Questions 15 through 16

15. Enter the pay-to address of the group/facility provider you are re-enrolling (paper checks will be sent to this 
address during the EFT testing period, include updated contact information).

16. Enter the remittance advice address (address where your paper remittance advice will be mailed to, include 
updated contact information).
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FA-31B – Question 17

17.    Every provider is required to sign up for Electronic Funds Transfer (EFT).  If you are not already set up 
for EFT, then this section must be completed.  Enter the business or personal bank account number, an 
original (ink) authorized  signature and date.  Attach an original voided check or letter from the bank.
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FA-31B – Question 18 

18 E  h  f  f  h     h    h   ll   f  h18. Enter the information for the person or entity that owns or has any controlling interest for the
group/facility.  Please note, all questions must be answered.  Ownership percentage should add up to 
100% if multiple owners are disclosed.

NOTE:  Attach additional sheets if necessary to answer each question completely.  Each additional sheet 
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NOTE:  Attach additional sheets if necessary to answer each question completely.  Each additional sheet 
must display the relevant question number from the Application and must be signed.



FA-31B – Questions 19 through 20

19.  Enter the name, Social Security Number (SSN) and date of birth of all managing employees 
19  E t  th   f th   h  i  th i d t  k  h  t  ll t d billi  19a. Enter the name of the person who is authorized to make changes to enrollment and billing 
information.

20. Check the appropriate box.  If yes, provide additional information as requested 

NOTE:  Attach additional sheets if necessary to answer each question completely.  Each additional sheet must 
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display the relevant question number from the Application and must be signed.



FA-31B – Questions 21 through 23

21. If the disclosing entity has a Board of Directors, list the name and address of each member.

Questions 22 through 23:Questions 22 through 23:
Check the appropriate box.  If yes, provide additional information as requested.

NOTE:  Attach additional sheets if necessary to answer each question completely.  Each additional sheet 
must display the relevant question number from the Application and must be signed.
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FA-31B – Questions 24 through 27

Questions 24 through 27:
Check the appropriate box.  If yes, provide additional information as requested

NOTE:  Attach additional sheets if necessary to answer each question completely.  Each additional sheet 
must display the relevant question number from the Application and must be signed
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must display the relevant question number from the Application and must be signed.



FA-31B – Questions 28 through 29

28. For GROUPS ONLY: Attach a list of individual names and NPIs of all providers to be affiliated with this 
groupgroup.

29. Check the appropriate box.  If yes, provide additional information as requested.

NOTE:  Attach additional sheets if necessary to answer each question completely.  Each additional sheet 
must display the relevant question number from the Application and must be signed.
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FA-31B – Questions 30 through 31

For Provider type 33 ONLY – Durable Medical Equipment

30. List the names and addresses off all manufacturers and suppliers with whom you have a business 
relationship relative to the provision of services, goods, supplies or merchandise.  Attach additional 
sheets as necessary.

31. Check the appropriate box.  If yes, provide additional information as requested.31. Check the appropriate box.  If yes, provide additional information as requested.

NOTE:  Attach additional sheets if necessary to answer each question completely. Each additional sheet must 
display the relevant question number from the Application and must be signed.
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FA-31B – Declaration

Declaration:
By signing the Declaration page of the Re-enrollment Application, you declare that the document and any 
attachments are true, accurate and complete to the best of your knowledge and belief.  The signature must be 
an original (ink) signature of an authorized administrator or business owner of the group/facility that is re-
enrolling   It must be dated within the last 60 days   The printed name of the person signing must be legible
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enrolling.  It must be dated within the last 60 days.  The printed name of the person signing must be legible.



DHCFP Provider Contract – Page 5

Provider Signature: Signature of an authorized administrator or business ownerProvider Signature: Signature of an authorized administrator or business owner.
Date: Must be dated within the last 60 days.
Provider NPI or API: Enter the group/facility NPI or API that is re-enrolling.
Provider Type: Enter the 2-digit provider type that you are re-enrolling (must match question 2 on page 1 of 
your provider re-enrollment application).
Federal Tax ID or SSN: Enter the FEIN or SSN provided on question 9 on page 1 of your provider re-
enrollment application.
Legal Business Name: Enter the legal business name provided on question 7 on page 1 of your provider 
re-enrollment application.
Physical/Street Address:  Enter the physical/street address provided on question 13 on pages 1 and 2 
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Physical/Street Address:  Enter the physical/street address provided on question 13 on pages 1 and 2 
of your provider re-enrollment application.



Submission process
• Mail completed re-enrollment application to:

Provider Enrollment Unit
PO Box 30042
Reno, NV  89520-3042

• Once received by HPES, the re-enrollment application will be logged y , pp gg
internally and reviewed.

• If approved, you will receive a letter stating that you have been re-
enrolled with a copy of your provider contract.py y p

• If documentation is missing or errors are found, your re-enrollment packet 
may be returned to you with a letter indicating necessary corrections.
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Contact UsCo ac  Us
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Contact informationContact information

Provider Enrollment UnitProvider Enrollment Unit

• Phone: (877) 638-3472Phone: (877) 638 3472
Options 2, then 0, then 5

• Mail your re-enrollment application to:
Provider Enrollment
PO Box 30042
Reno, NV  89520-3042
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